Eff ect of community-based HIV counselling and testing on HIV incidence
HIV counselling and testing is the essential fi rst step to accessing HIV care services and is also recognised as an HIV prevention strategy because knowledge of HIV status reduces risky sexual behaviours. 1 A reduction in the number of sexual partners has been reported, but not a signifi cant increase in condom use. This eff ect seems to be restricted to HIV-positive individuals, and the few studies that have investigated the eff ect of HIV counselling and testing on HIV incidence have failed to show any eff ect. 1 Thus, the results from the NIMH Project Accept (HPTN 043) trial 2 are unique and exciting. Community-based provision of HIV counselling and testing was a central element of the multicomponent, multilevel intervention implemented in 48 communities at fi ve sites in four countries during 36 months.
The intervention increased overall HIV testing rates, with a three to ten times increase in the proportion of individuals having a fi rst test and receiving their result during the study compared with the control communities that received HIV counselling and testing services at existing health facilities. 3, 4 The increase in proportion of fi rst-time testers was especially pronounced in men and adolescents aged 16-17 years, two groups with the lowest access to and coverage by conventional HIV testing services. 5 High HIV testing rates were sustained during 36 months, setting this intervention apart from traditional one-off community-based HIV testing campaigns.
The intervention resulted in a 14% (95% CI 0·73-1·02) reduction in HIV incidence in intervention compared with control communities, which is in contrast to fi ndings from previous trials, 6,7 a discrepancy for which several possible explanations exist. First, communitybased HIV counselling and testing was only one of several components of the intervention, namely community mobilisation and comprehensive support services after testing. Second, the eff ect of the intervention was measured at a population level. Third, antiretroviral treatment (ART) was easily accessible for HIV-positive individuals.
As reported in other studies, the number of sexual partners and proportion of multiple partnerships decreased in HIV-positive individuals in the intervention compared with the control group, but the intervention did not have a signifi cant eff ect on sexual behaviour overall. However, with more people learning their HIV status as a result of the intervention, reduction in risk behaviour in HIV-positive individuals might be enough to reduce HIV incidence, despite no population level eff ect on sexual behaviour. Viral load suppression with ART results in a signifi cantly reduced risk of HIV transmission to sexual partners, 8 and increased ART uptake as a result of improved HIV counselling and testing coverage could partly explain the reduction in HIV incidence. Unfortunately, rates of ART initiation and retention in HIV care were not presented in this study. The study was done in the context of an ART eligibility threshold of less than 200 CD4 cells per μL. Community-based HIV counselling and testing can diagnose people earlier in their course of HIV infection, 9 and thus most individuals identifi ed as being HIV-positive in the intervention communities would not have been eligible for ART. Additionally, substantial attrition arises between HIV testing and ART initiation. 10 Thus, diagnosis of more individuals with HIV might not necessarily translate into higher ART coverage, reduced population HIV viral load, and lower transmission, especially in the context of an ART eligibility threshold of less than 200 CD4 cells per μL. Therefore, the eff ect of the intervention is less likely to be explained by increased ART coverage than by increased testing and the consequent modifi cation in risky sexual behaviours in HIV-positive individuals.
The eff ect of the intervention on HIV incidence was heterogeneous across sites, age, and sex. Overall, HIV incidence was reduced by 0·75 in adults aged 25-32 years, but disappointingly no eff ect was reported in individuals aged 18-24 years. Most individuals aged 18-24 years at the end of the study were adolescents during the intervention period. The intervention greatly increased testing rates in individuals aged 16-17 years. However, the paucity of age-appropriate interventions to reduce sexual risk behaviours for adolescents and young people might explain the absence of eff ect.
In recent years, treatment as prevention (which consists of ART initiation after HIV diagnosis irrespective
